el THE DIVISION OF HEALTH OF MISSOURI 59-011669 _
Welfare STANDARD CER""(A.“ OF DEATH STATE FILE NUMBER
307 SH3 b7
rervice Hegistration District No. -/ Primary Registration District No. ____ Seged. _£meed Registrar'rs MNo.. _;ﬁ___
. [ r 4
. PLACE OF DEATH 4 2. USUAL RESIDENCE (Where dececsed lived. If institution: Residence before -
300 o COUNTY  St, Louls STATE Mo. b CONTY Q¢ PBBHES,
«57 I b. ng (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CIDTRY 2//3 g Inside Limits
Wl % Jennings Yo [ No [J R Jennings Q| vu@n[]
| ¢. (FULL NAME OF (If NOT in hospital, giva tocation) | Length of stay in 1b d. STREE'Es {If outside, give location) Reside on Farm
HOSPITAL OR ADDR
nerroion 2018 Wedgewood |17 yrs. ooRess20l 8 Wedgewood Dra | ve[] vl
3. :{TAME OF DE;:EASED First ﬁr . Middle Last 4, DATE Month Day Year
ype or print OF
James Louls Webb bEath 3 29 59
5. SEX 5. COLOR OR RACE| 7. L 8 DATE OF BIRTH 9. AGE (in years | F UNDER 1 YEAR] IF UNDER 24 HRS,
maRRIEDE ] hever MarrRIED[]] n y L
_ Male a White ——— orvorcen(] July 7, 1885 |a;73hdny) Wonths | Days | Hours [ Win.
; 10e. USUAL OCCUPATION {Give kind of work duna 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City end state or country) 12. CITIZEN OF WHAT COUNTRY?
during mast of working |ife,_eyen if retie, INDUSTRY &
Schooi Custodian-Hetl ""$chool St, Louis, Mo, U.S.A.
13a. FATHER'S NAME 13k. MQTHER'S MAIDEN NAME 14. NAME OF H,U.SBAND OR WIFE
‘ unknown unknown Anna Webb
_ 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY No.| 17. INFORMANT Address
‘r {(Yeas, 'Ns unknqwn)](lf yas, give wor or dotes of service) h96-36-7921 MI’ g . Ann& webb 20,4.8 we dgewo od Dr .

18. CAUSE OF DEATH (Enter only one cayge per lines for {a), (b), and (c}.) INTERYAL BETWEEN

PART |. DEATH WAS CAUSED ONSET AND DEATH
IMMEDIATE CAUSE (qyﬂ“‘-gf’/we:&w MMW@‘- *

Conditiena, if any, DUE TO (b) M M/wm&d—w
which gave rise to
bo {a), Pl
B o Quticoscle cotii et Kl ocati—
lying cause last. DUE TO (C)

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z
G E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition given in PART | (a) 19. WAS AUTOPSY
3 o PERFORME%/
5 = A 2EC YEs[] No¥T2
i - =1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
= Lt
'8 u a O O
© 8 =
e Y 20c. TIMEOF Hour Month, Day, Year
i 2 i INJURY a.m.
; g X p.m.
' E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= WHILE ATD NOT WHILE 0 farm, factary, street, office bldg., etc.}
5 WORK AT WORK . - e —
; E 21. | attended the deceased fromi ! ‘s . NW ‘Lq i ;'q and last iuwﬁ—ulivn on Jy LM 3 ! S ‘7
2 Peuth occurred u{? . 00 A  mon the date s!uled above; and 1o the best of my knowledge, from the couses stoted.
-
- . o] siG RE (Degree or titje) DRESS 22¢. DATE SIGNED
=
> cca (v 54
| <t £
23e. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
BEMOV& g.lgiiy)
ur 4/1/59 Laurel Hill Mem, Gar. | St. Louls County Mo,
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. REGISTRAR'S TURE

Drehmann-Harral 1905 Union P -5F

{Liconsed Embglmer's Statement on Ru--ru‘ld-)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY ME, OF BY oiittveiiiine it it eeis s eiseeaiserenaranssnansentasarrasarnn s narasensssansnreas .» Student Embalmer No. ........ccoeunnnnee

SOt e Signed Zféfw&« 7 (an

Signature of Student Embalmer
Licensed Embalmer No. /:j ...... /S

P. O, Address........cccovveiimecniniianicnnens

working under my personal supervision.

Noté: The above MUST BE'SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failire
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting,

[f this body is not embalmed, fact should be so stated above.



